Objectives: In this study, we (a) draw on fundamental cause theory, the life course perspective, and neighborhood effects to develop conceptual matrix of socioeconomic status (SES) by temporal and spatial dimensions in order to highlight the multidimensional ways in which SES relates to general health, and then (b) assess the multidimensional ways in which income (as a measure of SES) is related to disability in adulthood. Methods: Data from the Panel Study of Income Dynamics were linked with Census data to assess (a) which temporal and spatial dimensions of income were associated with disability in adulthood, and (b) whether the various components of income interact with each other when predicting disability. Results: Negative binomial regression results indicated both 1970 and 2013 household income were associated with lower levels of disabilities in adulthood, as was 2013 neighborhood-level income, but 1970 neighborhood-level income was not associated with disability in adulthood. Further, 4 of the 6 possible interactions between the multiple dimensions of income were associated with significant reductions in adult disability. Discussion: These findings provide several important empirical insights, but also help inform a framework for thinking about the multidimensional ways in which SES relates to health.
Background
According to fundamental cause theory (Link & Phelan, 1995) , SES-related resources are important when they may be accessed to help prevent health risks, and reduce the consequences of poor health (Link & Phelan, 1995) . Therefore, those with higher SES are better positioned to avoid health problems through the deployment of knowledge, money, support networks, and psychosocial coping resources (Phelan, Link, & Tehranifar, 2010) . For instance, those with less education are at greater risk of earlier onset of disability, and this increased risk is attenuated by variations in income (House et al., 1994) . Thus, SES clearly represents a primary social determinant of health (Wadsworth, Butterworth, Marmot, & Wilkinson, 2006) .
However, SES represents a multidimensional construct involving both time and space, and the relationship between SES and health likely varies across different dimensions of SES. Little is known, however, about the combined way the temporal and spatial dimensions of SES relate to health. If the association between SES and health does indeed vary by time and space, this is important for social scientists and policy makers developing prevention-intervention efforts aimed at improving population health. Therefore, in the following sections, first, we review the literature regarding how the temporal and spatial dimensions of SES relate to adult health, and we articulate a conceptual matrix of SES in order to highlight the multidimensional ways in which SES relates to health. Second, we apply the conceptual matrix of SES to the empirical case of the relationship between household income (as a measure of SES) and disability (as a measure of health).
Conceptual Matrix of SES by Temporal and spatial Dimensions
In this section, we offer a conceptual matrix of the multidimensional ways in which SES may relate to health. The purpose of this conceptual matrix is to provide a guide to (a) understand the multidimensional ways in which SES relates to health in general, and (b) to specifically situate the present study, in which we are assessing how income (as an indicator of SES) is related to disability (an example of physical health). The goal here is to combine insights from fundamental cause theory, the life course perspective, and neighborhood effects to develop a unified typology for how SES relates to health. Link and Phelan (1995:p 87) argue "the essential feature of fundamental social causes, is that they involve access to resources that can be used to avoid risks or to minimize the consequences of disease once it occurs." To this, we add a caveat, informed by the life course perspective. Although we agree that one way SES relates to health is through the ability to access current economic resources, we think it is additionally important to acknowledge individuals' past circumstances relating to SES (i.e., their socioeconomic history). Socioeconomic history is distinguished from current SES because historical resources are no longer accessible, yet they continue to shape health.
Indeed, according to life course sociology, current health conditions are a product of both proximal and distal antecedents (Elder, 1999; Ferraro, 2011; ). One's current circumstances are certainly important for health (proximal), but current circumstances are also shaped by one's history of prior circumstances (distal). Furthermore, according to cumulative inequality theory, childhood is part of the past that tends to influence people's health as adults (Ferraro, 2011; Ferraro, Shippee, & Schafer, 2009) . Socioeconomic status during childhood/adolescence provides the foundation for early life course development and circumstances that are related to a wide array of adult health conditions (Haas, 2008; Poulton et al., 2002) .
As shown in Figure 1 , in our temporal dimension of SES, SES may be delineated into both (a) socioeconomic present and (b) socioeconomic history. Socioeconomic present represents SES one currently has at their disposal. Past resources, however, are qualitatively difference than current resources-in large part because they are no longer accessible to use to help reduce health risks or mitigate the consequences of poor health. Thus, we define socioeconomic history, as representative of an individual's SES history (or part of their SES history). Socioeconomic history is importantly different from an individual's socioeconomic present, because the conditions of socioeconomic history (a) are no longer accessible, but (b) nevertheless play an important role in adult health because they influence people's health behaviors and health trajectories.
Taken together, our model offers the following assumption about the temporal relationship between SES and health: In addition to the temporal dimension, the relationship between SES and health also involves a spatial dimension. Investigations into neighborhood effects (Sampson, Morenoff, & Gannon-Rowley, 2002) , have identified four overarching mechanisms linking neighborhood context to health behaviors and outcomes. These include (a) institutional mechanisms; (b) social interactive mechanisms; (c) geographical mechanisms; and (d) environmental mechanisms (Galster, 2012) . Within these overarching mechanisms, Galster (2012) articulates a total of 15 specific mechanisms linking Figure 1 . Conceptual matrix of SES by temporal and spatial dimensions. NOTE: The examples of SES (i.e., income) in the grey boxes are just that: examples that fit within the typology defined by the matrix. These particular examples were selected because they are the variables used in the present study. We believe this matrix would be useful for studying other forms of SES as well (e.g., parental education and individual education along the temporal dimension, or city income per capita and state income per capita along the spatial level).
neighborhoods to health. Examples of institutional mechanisms include the extent to which the neighborhood provides access to institutions like good schools and medical centers, and the extent to which there are public stereotypes held about the residents. Examples of social-interactive mechanisms include the degree of social control within the neighborhood, neighborhood-based social networks that individuals can call upon, and the collective norms and values of the neighborhood. An example of a geographical mechanism is access to employment opportunities (e.g., the geographic feasibility of transportation to and from work). Finally, examples of environmental mechanisms include the extent to which a neighborhood exposes residence to violence, deteriorated structures, and environmental toxins (for a full list of the 15 mechanisms, see Galster (2012) ).
In short, neighborhood socioeconomic conditions may both expose people to health risks but also provide access to health related resources. On one hand, economicallydisadvantaged neighborhoods might expose individuals to health risks like high rates of poverty, unemployment, and crime (Aneshensel & Sucoff, 1996; Cutrona, Wallace, & Wesner, 2006; Sampson et al., 2002) . They may also expose people to social conditions that negatively impact health, for example, by limiting the opportunities for social integration or limiting access to resource-dense social networks (Taylor, Repetti, & Seeman, 1997) .
On the other hand, wealthier neighborhoods may provide people with access to important health resources like health care options, quality transportation, and places to exercise (Ellen, Mijanovich, & Dillman, 2001) . Wealthier neighborhoods may also promote more health enhancing social norms, better public services because of a larger per capita tax base, and include powerful social actors who are positioned and knowledgeable enough to advocate on behalf of the neighborhood (Galster, 2012 ). Thus, neighborhood-level SES may have both positive and negative associations with health.
As shown in Figure 1 , following Ross and Mirowsky (2008) , here we delineate between what we are calling individual resources and contextual resources. Individual resources refers to the SES resources and circumstances possessed by an individual (or an individual's household), while contextual resources represents resources and circumstances shaped by the environment in which a person resides. Although our focus is on neighborhoods, people find themselves embedded in a variety of spatial contexts (e.g., states, counties, or countries) that shape their circumstances and resources, which subsequently impact their health (Marmot, 2015; Ross & Mirowsky, 2008) .
This spatial distinction is generally buttressed by empirical evidence. For instance, low neighborhood-level SES is associated with poor physical functioning, independent of individual-level SES (Pickett & Pearl, 2001; Tomey, Diez Roux, Clarke, & Seeman, 2013 ). However, individual-level SES is associated with physical functioning, net of neighborhood SES (Stafford, Gimeno, & Marmot, 2008) .
Taken together, our model offers the following assumption about the spatial relationship between SES and health: In addition to direct relationships between socioeconomic history, socioeconomic present, individual resources, and contextual resources with current health, we further suspect that these four domains interact with one another to shape current adult health. For instance, childhood circumstances do not preordain specific later life health. While many adults grow up to have similar class backgrounds to those in which they grew up-this is not case for all adults (Bloome & Western, 2011; Hout & Beller, 2006) . Similarly, the correlation between neighborhood SES in childhood and neighborhood SES in adulthood is modest enough to suggest there is variation in the kinds of neighborhoods people live in during childhood and adulthood (Clarke et al., 2014; Wheaton & Clarke, 2003) . In this context, adult socioeconomic status may be thought of as a resource that may be mobilized to offset the exposure to poor socioeconomic conditions in childhood . Similarly, although there is a nontrivial amount of income segregation in the United States, there is also a considerable amount of within neighborhood income variation as well (Reardon & Bischoff, 2011) . Thus, the health benefits of living in a wealthy neighborhood are likely different for someone with relatively lower personal income, and, conversely, the health consequences of living in a poorer neighborhood are likely different for someone with relatively greater personal income. Moreover, there is evidence the relationship between individual-level SES and neighborhood-level SES on health outcomes are not merely additive, but combine in a multiplicative fashion. For instance, the association between childhood neighborhood disadvantage and mental health varies across levels of parental education, such that effect of neighborhood disadvantage is greatest among adults whose parents had lower levels of education (Wheaton & Clarke, 2003) . Thus, our model offers a final assumption about the spatial relationship between SES and health: To evaluate our conceptual matrix of SES, in the following sections, we bring our model to bear on the empirical case of the ways that household and neighborhood-level income in both childhood and adulthood relate to level of disability in adulthood.
Assessing the Conceptual Matrix of SES: The Empirical Case of Household Income and Disability
A significant share of the U.S. adult population experiences physical disability during their lives. According to Census estimates, 17% of nonelderly adults live with some form of physical disability (Brault, 2012) . Moreover, an estimated 12% of the federal budget is spent on nonelderly adults with disabilities (Brault, 2012; Livermore, Stapleton, & O'Toole, 2011) . Therefore, both in terms of personal and societal costs, physical disability is an important feature in the lives of many adults in the United States. Disability can be conceptualized as "the gap between a person's intrinsic capabilities and the demands created by the social and physical environment-a product of the interaction of the individual with the environment" (Jette, 2006) . That is, disability represents how a person's physical condition limits their ability to perform the social role requirements necessary for their daily lives. The typical measurement of disability involves asking respondents how much they are limited in doing a particular task (e.g., using the restroom, preparing a meal, etc.) (Beauchamp et al., 2015) . In order to understand and limit the prospects of developing a disability, and to potentially identify interventions to reduce these prospects, it is important to identify the factors that are associated with elevated risk of becoming disabled (Seeman, Bruce, & McAvay, 1996) .
Although there are numerous risk factors associated with disability, one of the primary risk factors for becoming disabled is low socioeconomic status (SES) (Antonovsky, 1967; Link & Phelan, 1995) . In the following sections, we consider how SES may relate to disability across temporal and spatial dimensions according to our conceptual matrix of SES.
SES and disability: The temporal dimension
According to the conceptual matrix of SES, both (a) socioeconomic history and (b) socioeconomic present should shape the extent to which one experiences disability in adulthood, and this is largely borne out by the empirical evidence. On one hand, early life SES is related to a wide array of adult health conditions, including disability (Haas, 2008; Link & Phelan, 1995; Montez, 2013; Poulton et al., 2002) . Moreover, childhood and adolescence are periods where nutrition and physical activity are important for the development of bone mass, and related to subsequent "risk of fracture and osteoporosis" (Cohen, Janicki-Deverts, Chen, & Matthews, 2010) factors relevant to disability in adulthood. Because the socioeconomic circumstances to which one is exposed in childhood are related to late life disability, we developed our first hypothesis:
Hypothesis 1: There will be a negative association between childhood income and level of disability in adulthood, net of income in adulthood.
On the other hand, adult SES is clearly related to level of disability in adulthood (Haas, 2008; House et al., 1990; Montez, 2013) . Lower levels of SES in general, and income in particular, are associated with greater levels of disability in adulthood (House et al., 1990) . Inasmuch as income in adulthood is robustly linked to disability, we developed our second hypothesis:
Hypothesis 2: There will be a negative association between adulthood income and level of disability in adulthood, net of income in childhood.
SES and disability: The spatial dimension
According to the conceptual matrix of SES, both (a) individual resources and (b) contextual resources should shape the extent to which one experiences disability in adulthood. In general, this is supported by the empirical evidence. On one hand, household-level SES can both protect against disability, but the lack of SES resources can be a risk factor for disability. Those with higher SES can use more available resources to manage and overcome life hardships, as well as access higher quality medical treatment and preventative care (Freedman & Martin, 1999; Phelan et al., 2010) . Conversely, having lower household-level SES can be a financial stress which, in turn, can have negative consequences for poor physical health (Robert, 1998; Skinner, Zautra, & Reich, 2004; Wheaton, 1994) . The link between household SES and disability is well established (Adler et al., 1994; Kail & Taylor, 2014; Nagi, 1976; Taylor, 2010) . For example, lower individual-level SES is associated greater disability (Gayman, Turner, & Cui, 2008 ). Similarly, individual-level SES is associated with greater risk of becoming functionally limited, initial level of functional limitation, and subsequent growth of disability over time (Kail & Taylor, 2014 ). Clearly, individual-level SES is robustly linked with physical health. As such, based on this empirical evidence and our conceptual matrix of SES, we developed our third hypothesis:
Hypothesis 3: There will be a negative association between household-level income and adult disability, net of neighborhoodlevel income.
On the other hand, at the neighborhood-level, socioeconomic position shapes the very conditions in which one lives (Phelan et al., 2010) . Indeed, neighborhoods represent the physical and social spaces in which adults spend much of their nonworking lives. Because different neighborhoods provide access to resources and expose residents to various risk and protective factors, neighborhoods represent another important spatial dimension of SES.
Indeed, neighborhood-level SES is widely linked to physical health and disability (Diez Roux & Mair, 2010; Robert, 1998; Ross & Mirowsky, 2001 ). For example, poor neighborhoods are associated with declining physical functioning (Balfour & Kaplan, 2002; Schootman, Jeffe, Baker, & Walker, 2006) . Neighborhoods involving high levels of economic strain may have negative health consequences by reducing the availability of health promoting resources and behaviors like physical exercise (Diez Roux & Mair, 2010; Phelan et al., 2010) . Living in economically deprived neighborhoods may also produce stress which increases the risk of illness by threatening the immune system and accelerating the aging process (Segerstrom & Miller, 2004) . Although the particular linking mechanisms are beyond the scope of the current study, there is evidence neighborhood SES has important implications for disability. Thus, based on our conceptual matrix of SES and existing empirical evidence, we developed our fourth hypothesis:
Hypothesis 4: There will be a negative association between neighborhood-level income and disability, net of household-level.
Finally, there is limited evidence to suggest that various dimensions of SES interact to shape physical functioning among adults (Montez, 2013) . Therefore, based on this evidence, and the assumptions of the interactive nature of SES upon which our matrix of SES is predicated, we derive our final hypothesis, specifically:
Hypothesis 5: The association between any one dimension of income and disability in adulthood will be conditioned by the other dimensions of income.
In summary, based on insights from fundamental cause theory, the life course perspective, and neighborhood effects we have provided a Conceptual Matrix of SES by Temporal and Spatial Dimensions. We believe (1) the association between SES and health (in this case, the association between income and disability) involves (a) a temporal dimension involving (i) socioeconomic history and (ii) socioeconomic present, and (b) a spatial dimension involving (iii) individual resources and (iv) contextual resources, and (2) these four dimensions interact with one another to help shape adult health.
Data And Method
This study uses data from the Panel Study of Income Dynamics (2013) (PSID) for the years 1970 and 2013. The PSID is a nationally-representative, longitudinal study of U.S. families beginning in 1968 and has continued to follow sample members and their descendants over time. Our empirical objective is to evaluate the impact of adult and childhood income on disability in adulthood. Thus, for our analysis, we selected respondents who were under age 18 in 1970, and who were also in the sample as adults in 2013. (Schoeni, Stafford, McGonagle, & Andreski, 2013) . We conducted our own investigation of respondents who drop out of our sample. We found nonrespondents have 1970 family incomes that are about 20% lower than respondents who remain in the sample; childhood health among these two groups is roughly equivalent (based on two-tailed t tests comparing 1970 family income and reports of poor health in childhood among respondents and nonrespondents). We further restrict our analysis to respondents designated as household heads or spouses in 2013, because questions on disability were only asked of these household members. This eliminates 91 sample members, all of whom were residing in the home of other relatives or nonrelatives. Most commonly, they were residing the home of their parents. Second most commonly, they were residing in the home of their adult children. Further investigation reveals these sample members have family incomes that were about 18% lower in 1970 and 40% lower in 2013 than those who are retained in our sample (based on two-tailed t tests comparing 1970 and 2013 family incomes among 2013 heads/ wives and non-heads/wives). Given the selectivity of our sample, it is important to note that results may not be representative of families with low incomes. Our final sample includes 2,344 individuals, who ranged in age from 1 to 17 in 1970, and 42 to 63 in 2013. Discrepancies between 1970 and 2013 age arise based on the timing of interviews. Ages of individuals are asked and reported in each wave of the study. Because interviews are seldom taken exactly 1 year apart for the same individual wave to wave, age gaps can arise. Also, individuals' ages or birthdates can be misreported. The PSID conducts internal consistency checks for age discrepancies, but they do no alter ages if it cannot be determined which age is correct.
Dependent Variable
Our outcome variable is disability in adulthood. Disability is measured in 2013 with six items asking whether respondents had any difficulty doing the following activities by themselves and without special equipment: using the toilet; getting outside; walking; getting in and out of bed; eating; and dressing. Responses were coded as either "yes" or "no," and then summed into an index of "yes" responses. Thirty-seven respondents were missing values on some or all of the disability items; their values were multiply imputed.
Study Variables
Socioeconomic status (SES) is measured at two time points-childhood and adult-and at two levels-household and neighborhood. SES is a construct representing an individual's economic and social position, generally based on income, education, and occupation. Because income, education, and occupation are highly correlated, we rely on a single indicator-income-to represent SES in our study. Household SES is measured in 1970 (childhood) and in 2013 (adulthood) as a continuous measure representing the total income of all family members in the previous year including all taxable, transfer, and social security income. Income is self-reported by the household head for all family members. In 1970, negative values (i.e., net losses) were bottom coded at $1. To be consistent, we also recode negative values in 2013 to $1. All results are reported in real 1970 and 2013 dollars, and are not adjusted for inflation. Data exploration revealed a significant right skew produced by a few families with exceedingly high incomes. To adjust for non-normality and improve the fit of our predictive models, we use the natural log of childhood and adult family income in our regression analyses. One respondent is missing the value for 1970 family income, and was multiply imputed. Neighborhood SES was captured with a continuous measure representing the average income in the neighborhood surrounding the respondent in childhood and adulthood. To identify neighborhoods, we use the PSID's supplemental Geospatial Match Files to link addresses of PSID respondents in 1970 and 2013 to corresponding codes for census tracts. Tract data come from the 1970 U.S. decennial census and the 2013 American Community Survey 5-Year Estimates, with tract boundaries normalized to 2010 (GeoLytics, 2014) . Tract average family income was calculated by dividing the total aggregate income in the previous year of all families in the tract by the total number of families in the tract in 1970 and 2013. Neighborhood family income is also non-normally distributed and exhibits a right skew. We therefore used the natural log of neighborhood family income in our regression models. Missing values for neighborhood SES required a special strategy. In 1970, many less-populated areas of the United States had not yet been divided into census tracts. Consequently, some tracts have missing data in 1970, including 635 respondents in our sample. For respondents with missing 1970 tract values, we substitute the overall tract mean and incorporate a dichotomous variable indicating this substitution into all models. We are precluded from employing a more sophisticated imputation strategy for these tracts because all 1970 tract variables are missing (not only income), leaving us with minimal information to impute from. However, we felt it was important to retain individuals with missing 1970 tract values in the analysis to preserve the representativeness of our sample. In sensitivity analyses, we used a measure of tract level poverty rate instead of tract level income. Those results were substantively similar to those presented below and are available upon request.
Independent Variables
Several time-invariant covariates of disability are also included in the analyses. They include the respondent's sex (male = 1, female = 0) and race/ethnicity (dummy coded as black, white, and other). Childhood health is included to account for the possibility respondents with poor health in childhood are more likely to develop disability in adulthood. Childhood self-reported health is based on a 2013 survey question asking respondents to retrospectively recall their health before they were 17 years old. Responses were recorded as "excellent," "very good," "good," "fair," or "poor." In our analyses, we dichotomize the responses so a value of "0" represents excellent/very good/good, and a value of "1" represents fair/poor self-reported childhood health. Finally, age is included as a covariate in adulthood, since older individuals may be more likely to experience disability. In our sample, 10 respondents are missing values for race/ ethnicity and 55 respondents are missing values for childhood health. These values are multiply imputed. Following White et al., (2011) , all of our model's covariates and the outcome variable (i.e., functional limitations) are included in the multiple imputation models predicting race/ethnicity and childhood health. According to the imputed data, respondents who were missing values for race are slightly less likely to be identified as white and slightly more likely to be identified as black or other, compared to respondents without missing values. There is no substantial difference in childhood health in our imputed and nonimputed samples.
Analysis Plan
Our empirical goal is to assess how the temporal and spatial dimensions of income impact disability in adulthood. Thus, we rely on a negative binomial regression equation to predict the number of disability items with which an individual expediencies difficultly. The negative binomial model is specifically designed to predict overdispersed count variables like our dependent variable. It is more appropriate than standard OLS for count variables (which are based on integers and cannot be negative) rather than continuous values. Indeed, model fit statistics reveal a negative binomial model is preferred to OLS in our data estimates. All models utilize Huber-White clustered standard errors to account for the clustering of siblings who grew up in the same 1970 household. All analyses were conducted in STATA/MP 14.2 (StataCorp, 2015).
Because we were concerned about the extent selection into 2013 neighborhood might be biasing our results, we ran additional robustness checks. Those are available as an online supplement to this manuscript, but in short, findings were comparable, and so we present the more parsimonious results below.
Results

Univariate Results
As shown in Table 1 , the average person in this sample experienced 0.29 of a disability in adulthood (and 13% had one or more disability). Average household income in 1970 was $10,270 and $87,680 in 2013, and average neighborhood income was $10,469 in 1970 and $79,374 in 2013.
Multivariable Results
Results of negative binomial regression predicting adult disability are shown in Table 2 . In model 1, both of the measures of socioeconomic present (2013 household-and neighborhood-level income) are included (net of controls). Both measures are associated with lower disability. In model 2, both of the measures of socioeconomic history (1970 household-and neighborhood-level income) are included. Household income is associated with lower disability in adulthood, but neighborhood-level income is not. In model 3, both measures of individual resources (1970 and 2013 household-level income) are included, and both measures are associated with lower disability. In model 4, both measures of contextual resources (1970 and 2013 neighborhood-level income) income are included. In this model, 2013 neighborhood-level is associated with lower disability in adulthood, but 1970 neighborhood-level income is not. In model 5, all four measures of income are included and, as was the case in the previous models, both 1970 and 2013 household income are associated with lower disability, as is 2013 neighborhood-level income, but 1970 neighborhood-level income is not associated with disability in adulthood.
As shown in Table 3 , we tested all six possible interaction terms comprised of our four measures of income. Although two of those interactions were nonsignificant (1970 household income × 1970 neighborhood income, and 1970 household income × 2013 neighborhood income), the four remaining interactions were significant. The negative association between each of these interactions and disability suggests either (a) when individuals have/had lower levels of income in one dimension but higher levels of income in another dimension, the deleterious association of low income is partially mitigated by having higher levels of income in another dimension, or (b) having more income in two dimensions combines in such a way that helps mitigate the risks of disability to a greater extent than one would expect by just considering the direct benefit of each of the two dimensions of income. In short, these four significant interaction terms suggests the more dimensions in which one has/had high income, the better it is for their physical health in adulthood.
Discussion
In this article, we developed conceptual matrix of socioeconomic status, and tested five hypotheses derived from a set of three assumptions upon which our conceptual matrix rests. Results indicated both 1970 and 2013 household income were associated with lower disability in adulthood, as was 2013 neighborhood-level income, but 1970 neighborhood-level income was not associated with disability in adulthood. Further, four of the six possible interactions between the multiple dimensions of income were associated with significant reductions in disability. These findings provide several important empirical insights, but also help inform a framework for thinking about the multidimensional ways in which SES relates to health more generally.
First, the hypothesis that there would be a negative association between childhood income and level of disability in adulthood, net of income in adulthood was partially supported; childhood family income was associated with a reduction in level of disability in adulthood. In contrast, childhood neighborhood income was never associated with a reduction in level of disability. Additionally, the hypothesis that there would be negative association between adult income and level of disability in adulthood, net of income in childhood was supported; both individual-and neighborhood-level income were associated with a reduction in level of disability in adulthood. Taken together, these findings support the first assumption of our conceptual matrix of SES and health, that is: current health is a function of both an individual's socioeconomic present but also an individual's socioeconomic history.
Second, both the hypothesis that there would be a negative association between household-level income and adult disability, net of neighborhood-level income, and the hypothesis that there would be a negative association between neighborhood-level income and disability, net of household-level, we generally supported. As mentioned above, in all of our models, both 1970 and 2013 household income, as well as 2013 neighborhood income (but not 1970 neighborhood income) were always associated with a reduction in level of disability. Therefore, these findings support the second assumption of our conceptual matrix of SES and health, that is: current health is a function of both individual resources and an individual's contextual resources.
Third, we hypothesized the association between any one dimension of income and disability in adulthood would be conditioned by the other dimensions of income. Four of the six interactions were significant, so this hypothesis was generally supported. These findings support the second assumption of our conceptual matrix of SES and health, that is: The relationship within and between the temporal and spatial dimensions of SES and health are not just additive, but rather, interact with each other in a multiplicative fashion to shape adult health.
This research contributes to the literature on SES and health in two primary ways. First, we have provided a conceptual matrix of SES by temporal and spatial dimensions in order to advance the ways in which we think about how various forms of SES may relate to general health. Second, to our knowledge, we are the first to empirically document how child and adult income, measured as both household income and neighborhood income, relate to adult disability. These contributions are limited by a variety of factors. First, our research was guided three theoretical perspectives; however, we are not explicitly testing any of these theories. Second, although we believe our conceptual matrix of SES should be relevant to forms of SES beyond just income and types of health beyond disability, we only tested the association between our four dimensions of income and disability here. Therefore, we cannot make empirical claims beyond those relationships. Third, it is possible that childhood health impacts both adult income and adult disability, but we are unable to address that with the current data. Hopefully, future data collections efforts will provide additional insights. Finally, it is possible census tracts do not adequately capture neighborhoods as residences perceive them (Coulton, Korbin, Chan, & Su, 2001 ). We acknowledge this limitation, but, unfortunately, this is the linkage we are able to make with the data we have. 
Conclusion
In sum, these findings provide a much more nuanced understanding of and a conceptual model for interpreting the ways in which the temporal and spatial dimensions of socioeconomic status relate to disability. We argue the association between SES and disability is comprised of both socioeconomic circumstances and socioeconomic resources. At the same time, the association between SES and disability is related to both individual resources and collective resources. Moreover, these four components generally function interactively to shape adult health. We hope our conceptual matrix of SES by temporal and spatial dimensions will provide a usual typology to guide future research on the relationship between various forms of SES and wider array of health outcomes, particularly in an era where the ability to link geocoded longitudinal individual data with spatial data is becoming increasingly possible. The degree of disability in adulthood is an important concern for population health because it is highly predictive of future health declines. According to our results, interventions seeking to reduce or delay disability need to take a wide view and consider the temporal and spatial dimensions of SES that contribute to the development of disability. For instance, policies and programs that alleviate childhood poverty are likely to produce lasting effects for health into adulthood. At the same time, policies and programs that help target the deleterious consequences of adult poverty and living in poor neighborhoods are essential for physical health as well. We believe our conceptual matrix of SES by temporal and spatial dimensions provides a useful tool to help guide research as it disentangles the complex web of associations between SES and health.
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